Ankle fractures are a significant part of the lower extremity trauma seen in the emergency department. Neurological complications of ankle fracture surgery are described infrequently, but account for significant morbidity. The risk for nerve injury is increased in Blair and Botte type-B pattern of the ICDN (intermediate cutaneous dorsal nerve) branch, crossing the distal fibula from posterior to anterior (at 5-7 cm from malleolar tip). This pattern is present in about 10-15% of patients. Injuries to the SPN and its branches negatively influence outcome. Early recognition and protection may reduce the incidence of SPN injuries during ORIF of lateral malleolus fractures.
Introduction
Ankle fractures are a significant part of the lower extremity trauma seen in the emergency department. They represent approximately 10% of all fractures 1 and studies suggest that the incidence is rising
2
. Open reduction and internal fixation 3 as well as conservative treatment in selected cases can provide excellent results
.
Neurological complications of ankle fracture surgery are described infrequently, but account for significant morbidity. Most commonly, a neuroma due to transection of the superficial peroneal nerve (SPN) is reported . Postoperatively the patient had normal sensation in the area of the SPN and made a full recovery.
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Literature review
Anatomy
The common peroneal nerve is a branch of the sciatic nerve, which combines fibres from the lumbosacral trunk at L4 and L5 level as well as by fibres from S1-3. As described in a number of renowned textbooks the superficial peroneal nerve (SPN), also known as superficial fibular nerve (G. perone, = L. fibula, pin; hence pertaining to needle-shaped leg bone) 7 , runs between the fibula and the peroneus longus . Detailed anatomical studies have been undertaken (Table 1) b. Preservation of nerve throughout procedure.
